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This visit was for the PCR (post-certification
revisit) to the investigation of complaint
#IN00106887 completed on 05/02/12.

Complaint #{N00106887: Corrected.

This visit was in conjunction with the investigation
of complaint #iIN00108804.

Dates of Survey: May 29, 30 and June 4, 2012.

Facility Number: 000827
Provider Number: 15G308
AIMS Number: 100235060

Surveyor: Claudia Ramirez, RN, Public Nurse
Surveyor III/QMRP

CDC Inc. was found to be in compliance with 42
CFR Part 483, Subpart | and 460 IAC 9 in regard
to the PCR to the investigation of complaint
#IN00106887.

Quality review completed on June 6, 2012 by
Dotty Walton, Medical Surveyor lIl.
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:PLGG12 Facility ID: 000827 If continuation sheet Page 1 of 1



